Major depressive disorders (MDD) and Social Phobia (SP) are among the most frequent mental disorders ([@bib0100]) affecting a substantial number of individuals every year and with ranges between 17.2-19 million for MDD and 5.4-9.3 million for SP in Europe ([@bib0225]). Both MDD and SP are associated with high drop out rates in the labor market and economic costs ( [@bib0015], [@bib0045], [@bib0085], [@bib0225]). Further, MDD and SP are related to a high burden by impairments in social role performance, and disturbed relationships ([@bib0170], [@bib0230]).

Comorbidity between mood and anxiety disorders is common ([@bib0020], [@bib0080], [@bib0100]). Among individuals with MDD, 57.5% also meet criteria for at least one other 12-month anxiety disorder ([@bib0105]). Similarly, among individuals with SP 14.9% meet lifetime criteria for MDD ([@bib0110]) and 60% of individuals in treatment for SP meet criteria for depression ([@bib0155]). The combination of high prevalence, comorbidity and impairment make MDD and SP important disorders from a public health perspective. Research has shown that individual and economic difficulties are even more pronounced in individuals with comorbid depression and anxiety disorders ([@bib0020], [@bib0040], [@bib0095]). Furthermore, the presence of comorbidity is associated with higher severity, mortality and longer duration of symptoms ([@bib0005], [@bib0100], [@bib0150]), and higher risk for treatment resistance ([@bib0180]).

Given the high impact of depressive and anxiety disorders on everyday life, many individuals seek professional help ([@bib0030], [@bib0090], [@bib0145]). However, efforts to treat MDD and SP tend to aim to reduce specific symptoms ([@bib0140]), thereby assuming that well-being will increase as well. Interestingly, there is accumulating evidence showing that the absence of mental disorders or symptoms are only moderately related to the presence of well-being ([@bib0135], [@bib0200]). This relation has been formulated in a two-continua model that states that although they are related, "mental health and mental illness are not opposite ends of a single continuum" ([@bib0120], p. 546). According to that model ([@bib0120]), well-being includes emotional well-being, psychological well-being and social well-being. Emotional well-being refers to feelings of pleasure and happiness including life satisfaction. Psychological well-being refers to feelings of self-acceptance, environmental mastery and positive relations to others. Social Well-Being refers to feelings of social contribution, integration and acceptance. The model implies that an individual experiencing many symptoms of psychopathology is more likely to experiencing low well-being. However, this association is only moderate. Thus, an individual may be suffering from mental illness and still experience well-being at the same time ([@bib0120]). To date, there is no research yet that examined the implications of the two-continua model in terms of differences in well-being in adults with and without MDD and SP.

In the light of the high depression-anxiety comorbidity and its clinical implications, it is important to understand whether comorbidity renders further reduction in well-being. The gained knowledge may help to improve current interventions. Perhaps, in clinical practice well-being should be addressed more in individuals with comorbidity. As for the depression-anxiety comorbidity, research to date is mainly on quality of life ([@bib0165], [@bib0240]) and there is little research comparing quality of life in individuals with depression-anxiety comorbidity to individuals with no comorbidity ([@bib0090], [@bib0160]). These studies consistently showed lower quality of life in individuals with depression-anxiety comorbidity when compared to individuals without comorbidity. For instance, individuals with anxiety-depressive comorbidity had lower health related quality of life than those with no comorbidity ([@bib0175]). Another study showed that anxiety-depressive comorbidity was associated with lower overall quality of life compared to the comparative community sample ([@bib0165]). To date, no study has examined comorbidity in respect to well-being in individuals with MDD and SP.

This study aimed to address this gap in research while building on the relevance of well-being ([@bib0115]) and examines differences in well-being in individuals with a primary MDD or SP diagnosis compared to controls as well as in individuals with a comorbid anxiety or depressive disorders. We hypothesized that (1a) individuals with MDD report lower well-being than controls, (1b) Individuals with SP report lower well-being than controls, and that (2) Individuals with comorbidity within the combined diagnostic categories report lower well-being than individuals without comorbidity.

Method {#sec0005}
======

Participants {#sec0010}
------------

Participants were recruited from March 2014 to August 2016 through leaflets, Internet advertisements, and through three (university) clinics in Germany and Switzerland ([@bib0070]) as well as private practices in Switzerland. Participants consisted of *n* = 118 with primary DSM-IV MDD, *n* = 47 with primary DSM-IV SP, and *n* = 119 with neither MDD nor SP (controls). For the purpose of comparisons across participant groups, the clinical groups were subdivided on the basis of presence of current comorbidity: MDD (*n* = 74 with comorbid anxiety disorders; *n* = 44 without comorbid anxiety disorder) and SP (*n* = 9 with comorbid depressive disorders and *n* = 38 without comorbid depressive disorder). Comorbid anxiety disorders included Social Phobia, Specific Phobias, and Panic disorder with or without agoraphobia, and Generalized Anxiety Disorder. Comorbid depressive disorders included MDD and Dysthymic Disorder. Individuals in the MDD group could present multiple anxiety comorbidities, and individuals in the SP group could present multiple depressive comorbidities. Current primary diagnoses (i.e. last four weeks) were determined with the Structured Clinical Interview for DSM- IV Axis I Disorders (SCID; [@bib0235]). All comorbid diagnoses refer to the past month (e.g. Social Phobia, Specific Phobias, and Panic disorder with or without agoraphobia), except for Generalized Anxiety Disorder that refers to the last six months and Dysthymic Disorder that refers to the last two years. Demographic information can be seen in [Table 1](#tbl0005){ref-type="table"}.Table 1Demographic information of sample and sample characteristics.Table 1MDD\
*n* = 118SP\
*n* = 47Controls\
*n* = 119Age in yearsMean (*SD*)32.7 (12.0)28.3 (7.8)32.2 (12.0)Median29.026.028.0SexMale33.934.032.8Female66.166.067.2Years of education8-1021.19.312.011-1351.467.453.014+27.523.335.0Employment statusEmployed52.538.357.1Unemployed46.661.739.5

Procedure {#sec0015}
=========

This study used a subset of a quasi-experimental, intensive, longitudinal study with diagnostic status of group as the quasi-experimental factor examining symptom fluctuations and memories thereof by means of event sampling methodology (for details see [@bib0065]). Trained psychology graduate and doctoral students collected the data. For the present study, data from the baseline assessment of participants in the MDD, SP and control group were used. The study team rated diagnoses on the Clinical Rating Scale (adapted: [@bib0205]), in which the highest rating corresponded to the primary diagnosis. Participants across the three groups were matched by age and sex. Further inclusion criteria were age between 18-65 years and the ability to understand German. Exclusion criteria were active current suicidal intent and substance dependence. All procedures were approved by the local ethics committee.

Measures {#sec0020}
========

Structured Clinical Interview for DSM- IV Axis I Disorders (SCID; [@bib0235]). Diagnoses of mental disorders were assessed with the Structured Clinical Interview for DSM- IV Axis I Disorders (SCID; [@bib0235]). The SCID is a semistructured interview for clinicians and trained researchers for making DSM- IV Axis I diagnoses. The interview is separated into different sections corresponding categories of diagnoses. Sections begin with an entry question that allow the interviewer to skip the associated questions if the entry conditions are not met. Symptoms are coded as present, or absent. Studies on the psychometric properties of the SCID indicated good reliabilities ([@bib0195], [@bib0220]). Inter-rater agreement has been reported to be between .72 was SP and .93 for MDD ([@bib0195]).

Mental Health Continuum-Short Form (MHC-SF; [@bib0120])

The MHC-SF ([@bib0120]*)* is a 14-item questionnaire that measures well-being on a scale from 1 (*never*) to 6 (*every day*), whereas the emotional well-being (3 items), social well-being (5 items) and psychological well-being (6 items) in the last month was captured. For each aspect of well-being a mean score across the respective items was calculated. Higher scores indicate greater emotional, social and psychological well-being ([@bib0120], [@bib0130]). The MHC-SF has presented good psychometric properties across various age groups and countries (Cronbach\'s α = .74-.89; [@bib0130], [@bib0210]).

Statistical analysis {#sec0025}
====================

Data were analyzed using Statistical Package for the Social Sciences (SPSS) version 22.0. Prior to analysis data was tested for normality and outliers. Our hypotheses that individuals with a diagnosis report lower well-being than controls (hypothesis 1a and 1b), and that individuals with comorbidity within the combined diagnostic categories report lower well-being than individuals without comorbidity (hypothesis 2) were tested by means of a general linear model with orthogonal contrasts. The two a priori defined contrasts were a) control group versus MDD or SP groups, and b) comorbidity versus no comorbidity within the combined MDD and SP groups. We controlled for the recruitment location. The α level for statistical significance for all analyses was set to .05. Between-group effect sizes were calculated according to Cohen\'s d. Effect sizes of 0.2, 0.5, and 0.8 refer to small, moderate, and large effects, respectively ([@bib0055]).

Results {#sec0030}
=======

Descriptive statistics {#sec0035}
----------------------

Descriptive statistics of all measures involved in the analyses are shown on the left-hand side of [Table 2](#tbl0010){ref-type="table"}.Table 2Descriptive Measures of all outcome measures and results of group comparisons.Table 2MDD-group\
(*n* = 118)SP-group\
(*n* = 47)Control-Group\
(*n* = 119)Difference between MDD and control groupDifference between SP and control group*MSDMSDMSDp*-valueCohen's *d*95% CIMean difference*p*-valueCohen's *d*95% CIMean difference**Measure**Well-Being1.670.852.030.963.210.91\<.0011.75-1.76, -1.30-1.53\<.0011.26-1.46, -0.85-1.18Emotional1.730.962.551.123.770.92\<.0012.17-2.28, -1.78-2.04\<.0010.79-1.53, -0.87-1.22Social1.390.941.510.962.571.14\<.0011.13-1.43, -0.90-1.18\<.0011.00-1.38, -0.68-1.06Psychological1.870.982.201.193.470.96\<.0011.65-1.85, -1.33-1.60\<.0011.18-1.58, -0.89-1.27[^1]

Individuals with a MDD report lower well-being than controls (Hypothesis 1a) {#sec0040}
============================================================================

Overall well-being as well as emotional, social and psychological well-being were all significantly lower in individuals with MDD compared to the control participants, with large effect sizes throughout ([Table 2](#tbl0010){ref-type="table"}).

Individuals with a SP report lower well-being than controls (Hypothesis 1b) {#sec0045}
===========================================================================

Likewise, individuals with SP endorsed in significantly lower overall well-being, emotional, social and psychological well-being compared to the control group, with large effect sizes, respectively ([Table 2](#tbl0010){ref-type="table"}).

Individuals with comorbidity within the combined diagnostic categories report lower well-being than individuals without comorbidity (Hypothesis 2) {#sec0050}
==================================================================================================================================================

Significant differences were found among individuals with and without comorbidity within the combined diagnostic categories (i.e. MDD and SP) in overall, as well as emotional, social and psychological well-being ([Table 3](#tbl0015){ref-type="table"}). Thus, individuals with comorbidity reported lower overall, as well as emotional, social and psychological well-being.Table 3Descriptive measures of clinical groups with and without anxiety-depressive comorbidity and results of group comparison.Table 3Combined MDD and SP comorbidity vs. no comorbidity*p*-value95% CIMean differenceMeasureWell-Being\<.001-0.80, -0.25-0.49Emotional\<.001-1.04, -0.44-0.71Social.001-0.85. -0.22-0.49Psychological.009-0.73, -0.10-0.38[^2]

Discussion {#sec0055}
==========

The aim of this study was to investigate differences in well-being in individuals with a diagnosis of MDD or SP and in individuals with comorbidity within the combined diagnostic groups, respectively. To the best of our knowledge, this is the first study to examine differences in individuals with MDD or SP in well-being with an explicit control group. As hypothesized, we found that individuals with a diagnosis showed lower well-being compared to controls. This finding supports previous literature reporting low to medium ranges in quality of life in individuals with MDD and SP ([@bib0165]). A previous study compared well-being to a community norm ([@bib0165]), however, we are unaware of any studies that tested these patterns of well-being against an control group matched for age and sex. While previous studies used quality of life as outcome measures to examine differences in individuals with a clinical diagnosis compared to those without a clinical diagnosis ([@bib0090], [@bib0160]), we used an explicit measure of well-being. In contrast to quality-of-life measures, the well-being measure applied in the present study incorporates the presence of emotional, social and psychological well-being and thus is taking different aspects of well-being into account. Importantly, this concept of well-being can be directly linked to the definition of well-being of the [@bib0215], which states that well-being is present when "the individual realizes his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community" ([@bib0215]). Furthermore, it is known that individuals with MDD and SP experience lower positive affect, emotions and evaluate events as less pleasant and more stressful compared to individuals without MDD and SP ([@bib0025], [@bib0060]), factors that likely contribute to a generally lower well-being in individuals with MDD and SP. The association of well-being and depression is further interlinked with age in that younger adults experience higher symptoms of depression ([@bib0185]). Moreover, individuals with MDD and SP are clearly limited in daily activities (e.g. missed work days, throwbacks at work) in comparison to individuals without MDD and SP (e.g. [@bib0035]).

As hypothesized, individuals with comorbidity reported lower well-being than individuals with no anxiety-depressive comorbidity. Although there is research in the field of quality of life, a construct that is sharing similarities with well-being, there is no research so far in terms of differences in well-being in adults with and without anxiety-depressive comorbidities. Our findings are consistent with those studies reporting lower quality of life ([@bib0040], [@bib0160], [@bib0240]) in individuals with comorbid disorders, perhaps due to the higher symptom burden, compared to individuals no comorbidity. For instance, a study examining associations of anxiety-depression comorbidity and quality of life found that comorbidity to depression in anxiety disorders is linked to lower quality of life ([@bib0160]). We extended their findings by including a depression diagnosis group, showing that depression was associated with low well-being ratings already. Likewise, a study investigating comorbidity in anxiety disorders indicated that well-being decreased as individuals moved from having one disorder to having multiple disorders ([@bib0190]). This indicates that clinicians should be aware for patients presenting depression-anxiety comorbidity and that there is greater burden on those with comorbidity. The presence of comorbidity may require a different therapeutic approach than with single disorders. Indeed, there is evidence that acceptance- and mindfulness-based interventions are linked to improved outcomes for patients with comorbidity, and traditional Cognitive-Behavioral Therapy (CBT) more helpful for single disorders ([@bib0010]). This is in line with previous research, e.g. a switching trial from CBT to Acceptance and Commitment Therapy (ACT) in treatment-resistant patients, that presented a high comorbidity rate ([@bib0075], [@bib0065]).

Furthermore, we observed a descriptive pattern in well-being in that individuals in the control group reported the highest well-being, followed by individuals with SP without comorbidity and ultimately individuals with MDD without comorbidity. This pattern corresponds to one found in earlier studies ([@bib0165], [@bib0175]), which found that impairments in quality of life were higher in individuals with MDD than in individuals with SP. This suggests that SP may have a rather specific impact on well-being in individuals' lives, while MDD may have a more general and overarching impact on peoples' lives.

This study needs to be interpreted in the light of several limitations. First, we relied on self-reported measurements to assess well-being. These are prone to biases inherent in this assessment approach. Additional analyses of information stemming from other sources (e.g., friends and family or employers) may have resulted in different overall findings as self-report measures may not capture well-being in their full complexity. Second, the study sample is limited to participants with and without MDD and SP. This and because of the potential effects of self-selection and treatment, the results may raise the question of generalizability. Third, we had no data on the long-term and chronic course of the two clinical disorders. Thus findings cannot be generalized to individuals with chronic depression and their association to well-being.

With these limitations in mind, the current study extended the existing body of literature by explicitly investigating differences in well-being in individuals with and without MDD or SP, as well as in the subgroups of MDD or SP with and without comorbidity to anxiety disorders or to depressive disorders. Also, this is the first study examining the implications of the 2-continua model in terms of well-being in adults with and without MDD and SP. Future studies should, for instance, investigate the role of well-being in different samples other than depressive or anxiety disorders to determine whether results are not limited to these particular clinical groups. It may also be helpful to incorporate well-being measures in addition to treatment outcome assessments to evaluate treatment outcomes in an additional informative way and to augment symptom-based treatment change analyses. Moreover, studies should clarify the temporal relationship of a clinical diagnosis of MDD or SP and low well-being. This is important as well-being are both diminished in individuals with a clinical diagnosis and evaluating (temporal) pathways may allow to intervene with targeted psychological help.

Our findings not only suggest that individuals with a clinical diagnosis (i.e. MDD or SP) clearly differed from individuals with no clinical diagnosis of MDD or SAD (i.e. controls) in respect to well-being, but also that individuals with comorbidity within both diagnostic categories engage in lower well-being than those without comorbidity. Thus, our findings are of clinical importance and may indicate the need to enhance well-being ([@bib0125]) in individuals with a clinical diagnosis. One intervention that promotes well-being is ACT ([@bib0050]).

[^1]: *Note.* CI = Confidence Interval; MDD = Major Depressive Disorder; SP = Social Phobia; Mean differences refer to the difference between the respective clinical group and the control group.

[^2]: *Note.* CI = Confidence Interval; MDD = Major Depressive Disorder; SP = Social Phobia. Mean differences refer to the difference between the respective clinical group and the control group.
